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Abstract 
Aim: As physicians often struggle with devastating illness and loss, they often   
experience more or less intense emotions arising from the care of patients. As yet, 
however,  little attention has been given to physicians’ emotional reactions. This paper 
aims at exploring the emotional reactions of physicians in the workplace as well as the 
impact of their emotions on their professionality and personal well-being. 
Method: A comprehensive narrative review of the currently available literature related 
to the topic of interest has been conducted placing considerable emphasis on the 
recently published sources. 
Results: Grief, sense of failure, frustration, feelings of powerlessness, death anxiety, 
self-blame or guilt, and a feeling of obligation to save the patient are among the most 
common emotions that physicians experience in the workplace.  Importantly, while the 
relationship between physicians’ emotions and burnout, moral distress, medical 
communication, empathy, shared decision making and compassion fatigue seems to be 
to a greater or lesser extent correlative, it remains unclear in details. It is not easy for 
physicians to be engaged in identifying and controlling their emotional reactions in the 
workplace. Emotion recognition and regulation is of great importance for protecting 
physician’s professionality as well as professional and personal well-being. 
Conclusion: The physicians’ emotional reactions and the consequences of their 
emotions in the workplace is a complex and multifactorial topic that requires further 
exploration. Physicians’ emotional state may profoundly impact on the quality of their 
well-being and care delivery. Further education should be designed and strategies 
should be developed to increase physicians' ability to recognize and manage to cope 
with their unexamined emotional reactions.  
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Not only patients but also physicians 
have strong emotions that may 
profoundly affect their well-being and 
how they care for patients. Sometimes 
physician emotional reactions remain 
unacknowledged despite the fact that 
these reactions are often a significant 
aspect of patient care. In recent years, 
however, physician emotional reactions 
have received more attention in 
academic literature as compared to the 
past. Physicians (especially those 
practicing disciplines of medicine such 
as oncology or intensive care) have in 
their daily work to deal with the 
emotions of their patients but also with 
their own emotions e.g. emotions 
related to witness a dying process, 
communicate bad news, interact with 
people struggling with bereavement, 
grief and loss  immediately following 
death of their beloved one. Martin et al. 
found that most clinicians, regardless of 
experience and specialty, were of the 
opinion that their emotions influence 
the quality of their care delivery. 
(Martin et al., 2015). Emotional 
reactions may profoundly influence 
how physicians approach their 
decisions or the way they communicate 
with patients, including those seriously 
ill. For instance, physicians' death 
anxiety may lead to being inclined to 
dodge end-of-life conversations, avoid 
discussions with family and relatives 
and prefer life-prolonging treatments. 
(Meier, Back and Morrison, 2001; 
Draper et al., 2019). Among the most 
common physician’s  emotions are 
grief, a sense of failure, self-blame or  
guilt, and a feeling of obligation to save 
the patient (Meier, Back and Morrison, 
2001). 
The influence of emotions on clinical 
decision-making 
Emotions and cognitive procedure of 
decision-making are strictly 
interwoven. Both values and emotions 
underpin every aspect of a decision-
making process (Charland, 1998; 
Hermann et al., 2016).  
Emotional influences may affect not 
only the decision process but also post-
decision experience ‘as a function of 
uncertainty’ (Bandyopadhyay et al., 
2013). 
A certain degree (not lack or excess) of 
emotional involvement seems to be 
essential for a person to appreciate 
(understand in more experiential sense) 
the external and internal to her world 
(Charland, 1998). Emotions often 
reflect a decider’s important underlying 
values that are strictly and stably allied 
to their narrative identity and hence, are 
keys to decision making.  
Emotions seem to influence the way 
that options and the surrounding 
information are interpreted and used 
(Mazzocco et al., 2019). Emotions may 
interact with situational factors to 
improve or degrade health-related 
decisions (Ferrer et al., 2016). Ferrer 
and Mendes (2018) put it best in saying 
that ‘the relative dearth of research 
focused on how affective states 
contribute to and influence health 
decision-making and behaviour is an 
important gap in the literature.’  
In the clinical context, perceived 
emotional threats affect physician 
cognition and may lead to responses 
such as rumination or thought looping 
in unknown ways (Childers and Arnold, 
2019). Emotions may affect physician’s 
clinical decisions on a level that is not 
entirely conscious (Kligyte et al., 2013; 
Kozlowski et al., 2017).  
Negative emotions may capture part of 
the physician’s cognitive resources 
(Pruthi and  Goel, 2014; Kremer et al., 
2019) and have a negative impact on 
physician’s decision making capacity 
(Pruthi and  Goel, 2014). 
Emotions can be an influential factor in 
shared decisions (that lie at the center of 
patient-centered health care), and 
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particularly so in oncological decision-
making, which is a ‘complex and high-
stakes’ situation. Treffers and Putora 
have shown that emotions may 
influence in multiple ways before, 
during, and after a shared decision 
making, during which patients' and 
physicians' emotions ‘interact and spill 
over’ (Treffers and Putora, 2020). 
The expression (or suppression) of 
physician emotions 
Physicians work in settings in which 
rationality is prioritized. However, 
while health decisions often take place 
in emotionally-laden contexts, the 
traditional medical culture imposes 
restrictions on physicians’ ability to 
acknowledge and express emotions. For 
instance, ‘surgeons must focus on the 
technical aspects of their work rather 
than their feelings about the procedure.’ 
(Childers and Arnold, 2019). Indeed, 
physicians (especially surgeons) often 
have no alternative but to regulate their 
emotions so that they can practice (i.e. 
operate) effectively or to comply with 
organizationally desired rules.  Not 
surprisingly, it would be impossible for 
a physician to function if they had to 
think of their mortality and grieve every 
time they saw a dying patient. Taken to 
extremes, this professional suppressing 
of emotion may lead to a self-
perception of invulnerability. Then, 
when physicians encounter situations 
that remind of their vulnerability, they 
do not have the skills to respond to their 
own reactions (Arnold 1998).    
However, physicians, particularly in 
specialties such as critical care, 
encounter large amounts of human 
suffering (in terms of the quality and 
quantity of their exposure to it), 
including death. Death may be a routine 
part of the workday. It is worth noting 
that not all emotional reactions 
experienced in the context of caring for 
dying patients are negative or difficult 
(Zambrano et al., 2014; Kaplan, 2017).   
The many examples that are provided 
often suggest that when a physician 
cries with a patient, they have a 
common history. e.g., because of a 
similar personal experience… 
(Janssens, Sweerts and Vingerhoets, 
2019). Among the most common 
reasons why physicians cry are 
delivering bad news (Barth et al., 2004) 
and the death of a patient (Barth et al., 
2004; Wagner et al., 1997).  Janssens, 
Sweerts and Vingerhoets concluded 
that ‘physicians cry relatively often in 
the workplace, though considerably less 
in the presence of a patient’, and they 
‘report a relatively strong tendency to 
suppress their emotions’ (Janssens, 
Sweerts and Vingerhoets, 2019). 
Different opinions 
There is a broad variety of opinions, 
both among physicians (Janssens, 
Sweerts and Vingerhoets, 2019)  and 
patients (and general public, Omroep 
Max, 2015) in how they perceive a 
crying physician.  
While some patients prefer an empathic 
physician, others prefer a physicians 
who can professionally distance 
themselves from the suffering of the 
patients (Wible, 2015). the patient may 
view the physician as not professional 
or even worse, take on much of 
physician’s  emotional burden, namely, 
resulting in a ‘role reversal’ 
contributing negatively to a healing 
climate ( Lerner, 2008; Sinclair, 2008;  
‘t Lam et al., 2018).  
Acceptability/professionality 
Is expressing emotion a sign of 
humanity or demonstrates physicians’ 
lack of control over themselves? 
Janssens, Sweerts and Vingerhoets state 
that there is ‘mainly anecdotal 
evidence’ that ‘seems to suggest 
confusion and disagreement among 
physicians about if and how they should 
express their emotions…’ (Janssens, 
Sweerts and Vingerhoets, 2019).  It is 
true that ‘even though humanity is the 
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cornerstone of medicine, 
depersonalisation has somehow crept 
into the physician-patient relationship 
and crying is considered incompatible 
with the image of a good physician, 
who is supposed to be strong’ (Pruthi 
and  Goel, 2014). Recently, Childers 
and Arnold (2019) put it best in saying 
that ‘until recently, the model physician 
was assumed to be a paradigm of 
rationality in a sea of patient emotions.’ 
In situations where crying can be 
considered as appropriate (i.e. feelings 
are similar as feeling grief at funerals), 
observers tend to react with 
understanding and empathy 
(Vingerhoets, 2013; Elsbach & Bechky, 
2018). Otherwise, crying can easily be 
labeled as unprofessional (Janssens, 
Sweerts and Vingerhoets, 2019).  
Crying has a major impact on how they 
feel themselves as it can make 
physicians uncertain   about their 
professionality (Pruthi & Goel, 2014), 
feel anxious and shameful and behave 
professionally inappropriately 
(Brenner, 2014).    During their 
education the attitudes of their teachers 
are said to be  important (Angoff, 2001).  
Physicians and physicians in training 
have different attitudes about 
expressing emotions 
It emerged as a topic in the literature the 
different attitudes of physicians and 
medical interns towards the expression 
of emotions in the workplace. Sung et 
al. (2009) found that about half of the 
medical interns regarded it 
unprofessional to cry in the presence of 
a patient. Medical interns often view 
crying as sign of weakness and express 
the fear that it might have negative 
effects on their evaluation. (Angoff, 
2001; Sung et al., 2009). While several 
studies  have shown that   
approximately half of the participants 
reportedly ever cried in their work 
setting (Wagner et al., 1997; Angoff, 
2001; Barth et al., 2004; Kukulu and 
Keser, 2006; Sung et al., 2009; 
Janssens, Sweerts and Vingerhoets, 
2019), a considerably greater variation 
has been reported on the topic when it 
comes to medical interns (Angoff, 
2001; Barth et al., 2004; Kukulu and 
Keser, 2006; Sung et al., 2009; Wagner 
et al., 1997). As stated in the literature, 
several studies have shown that while 
the vast majority of physicians and 
medical interns expressed a greater 
need for more attention to their patient-
related emotions in education and 
training, medical interns do not express 
a need for support to better deal with 
their patients-related emotions in the 
workplace. (Angoff, 2001; Kukulu and  
Keser, 2006;  Sung et al., 2009). 
Janssens, Sweerts and Vingerhoets, 
gave the plausible explanation that 
medical interns struggle more with the 
expression of emotions, spending 
‘considerable, unhealthy effort to 
control their emotions’ (Janssens, 
Sweerts and Vingerhoets, 2019).   
Acting empathically produces 
emotional reactions 
While lacking permission to 
acknowledge their own emotion, 
physicians deal regularly with intense 
patient and family emotion. This 
practice of acting empathically entails a 
kind of emotional labor, defined as 
“amplifying, suppressing or faking 
emotions to comply with 
organizationally desired rules and 
complex role demands” (Psilopanagioti 
et al., 2012). This practice of 
continually verbally mirroring and 
exploring emotion may produce 
emotional reaction and make it more 
difficult for physicians to perceive and 
validate their own feelings (Childers 
and Arnold, 2019). 
Physicians often have a distinct 
personality type  
Physicians are high achievers, with self-
discipline, high levels of consciousness 
and responsibility (Stienen et al., 2018). 
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Physicians’ role expectations and 
expectations for themselves may lead 
them to become hyper-responsible and 
self-critical. They may experience 
chronic or recurrent self-doubt or guilt 
when they feel they do not live up to 
their own standards (the ‘imposter 
syndrome’). (La Donna et al., 2018). 
More specifically, surgeons make 
decision quickly, are action-oriented, 
risk-takers and self-confident. 
However, they may experience 
uncertainty and anxiety about the 
decision whether to operate. Following 
complications which result in death 
surgeons have been reported to 
experience post-traumatic stress, 
burnout and depression. (Marmon and 
Heiss, 2015).  In that regard, it is 
important to note that surgeons describe 
surgical culture as lonely, with few 
mechanisms among their colleagues for 
support in emotionally difficult cases. 
(Orri et al., 2015).   
Oncologists and emotions 
As cancer is one of the leading causes 
of mortality and progress in oncology 
has led to increased survival, 
oncologists have much and long-lasting 
exposure to suffering, dying, and death, 
while the oncologist-patient 
relationships have become much 
stronger and long-lasting than ever 
(Plummer et al., 2016; Eide et al., 
2003). The range of emotions an 
oncologist experiences is determined by 
a great number of factors. (Lazányi et 
al., 2011). 
As oncologists struggle daily with 
devastating illness and loss, they often  
experience grief and a sense of failure 
(Laor-Maayany et al., 2020). They may 
experience grief  in response to the loss 
of a patient who has ‘touched’ them 
(Giddings, 2010) or, at least in part, 
from a sense of responsibility for the 
patient’s life (Granek, Nakash et al., 
2017;  Granek et al., 2012; Granek et 
al., 2015; Granek et al., 2016; Granek, 
Ben-David et al., 2017). Oncologists’ 
grief may include self-doubt and guilt 
(Granek et al., 2012). Furthermore, 
oncologists may experience a sense of 
failure, especially when they hold on to 
unrealistic expectations of themselves 
(Lyckholm, 2001; Shanafelt, Adjei and 
Meyskens, 2003). Laor-Maayany et al. 
(2020) argue that their findings suggest 
that sense of failure and grief are 
predictors for both aspects of 
compassion fatigue: burnout syndrome 
and secondary traumatic stress. 
Compassion fatigue is composed of 
burnout and secondary traumatic stress 
(Stamm, 2010; H.S., 2010) and may 
increasingly lead to withdrawing 
(distancing) from dying patients to 
escape negative feelings (Granek et al., 
2012). Indeed, oncologists are put at 
increased risk for developing 
compassion fatigue syndrome which, in 
turn, affects negatively their empathy 
towards their patients as well as their 
personal and professional well-being 
(Figley, 2002). Hayuni et al. argue that 
the empathy that oncologists feel 
toward their patients may put them at 
risk for compassion fatigue (Hayuni et 
al., 2019). Note however, that  while 
prior studies argued for an association 
between compassion fatigue and 
exposure to suffering and death (Figley, 
2002; Meyer et al., 2015), Laor-
Maayany et al. found lack of association 
between compassion fatigue and 
exposure, giving the plausible 
explanation that not the high exposure 
itself but ‘the subjective experience 
elicited by the exposure’ is the  crucial 
factor. In other words, the authors 
suggest that ‘oncologists may need to 
be “touched” by the suffering and 
deaths they are exposed to in order to 
develop compassion fatigue symptoms’ 
(Laor-Maayany et al., 2020). According 
to the authors, not simply exposure to 
suffering and death as it has been 
suggested before (Stamm, 2010) but 
internal emotional process may lead an 
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oncologist to compassion fatigue. 
Interestingly, the authors go deeper into 
the topic and argue that ‘it is possible 
that oncologists develop compassion 
fatigue in response to their primary 
exposure to the trauma of repeated loss 
and perceived failure, and not only in 
response to their secondary exposure to 
suffering and death.’ Moreover, the 
authors state that ‘compassion fatigue 
aspects and compassion 
satisfaction…are not “two sides of the 
same coin” but two separate constructs 
that can coexist’ (Laor-Maayany et al., 
2020). 
The role of emotions in patient-
physician communication 
As regards the role of emotions in 
patient-physician communication it is 
of great importance that cognition and 
emotion interact in patient-physician 
communication on level of which we 
are not often conscious (Childers and 
Arnold, 2019). This may entail 
important implications for clinical 
practice. For instance, feelings of guilt 
or anxiety about the emotions 
physicians may have to handle in the 
communication with their patient may 
lead them to avoid having conversations 
with a patient of patient’s family. It is 
worth noting that in modern clinical 
ethics it is highlighted the changing role 
of physicians towards increased 
responsibility in empowering their 
patients and getting them to insight into 
their situation, and so cause them to be 
fully engaged into their own decision-
making process that affects their health 
care. In a model of patient-centered 
care, physicians should serve as 
motivators that enable and encourage   
patients to play an active role and thus 
contribute and participate effectively in 
the shared decision-making processes 
that affect their health, with their own 
values, preferences and emotions. 
However, empowering patients has 
proven difficult in the clinical context. 
Therefore, revised health-
communication practices to improve 
patient understanding in the clinical 
encounter are recommended (Ubel et 
al., 2017). Moreover, it can be 
highlighted that as regards the topic of 
informed consent, scholars shift the 
focus from information towards 
communication and interactive 
relationships between patients and 
physicians (or other healthcare 
workers), implicating that more 
information does not mean better 
decision (Milligan and Jones, 2016). 
The influence of emotions on learning 
process 
The emotional reactions of physicians 
in training may negatively impact on 
their learning process.  Their emotions 
may negatively affect  the attention and 
perception of the physicians in training, 
and hence, the amount of knowledge 
gained as well as the time invested in 
learning process. Note, however, that 
the way by which negative emotions of 
physicians in training may affect their 
learning process remains unclear 
(Kremer et al., 2019). 
Physician emotions and burnout 
syndrome 
The relationship between physician 
emotions and burnout syndrome is a 
matter of great importance for both 
physicians and healthcare provision. It 
is arguably stated that repeated 
experience of difficult emotions 
without having the skills to deal with 
them, may lead to burnout syndrome 
(Whitehead 2014; Lathrop 2017). 
Jackson-Koku and Grime argue that 
emotion regulation is associated with 
burnout (Jackson-Koku and Grime, 
2019). 
Burnout that is characterized by 
emotional exhaustion, 
depersonalization, and a reduced sense 
of personal accomplishment, can result 
in significantly negative consequences 
putting professionalism and patient 
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safety at risk (Panagioti et al., 2018; 
Jackson-Koku and Grime, 2019). 
Emotional exhaustion, cynicism, and 
feelings of inefficacy are the emotional 
effects of negative impact on the 
following six domains that constitute 
the established underlying drivers of 
burnout: Work Overload, Lack of 
Control, Insufficient Reward. 
Breakdown of Community, Absence of 
Fairness, Conflicting Values (Beth, 
2020). Most interestingly, the ethicist 
Richard B. Gunderman put it best in 
saying: ‘Burnout at its deepest level is 
not the result of some train wreck of 
examinations, long call shifts, or poor 
clinical evaluations. It is the sum total 
of hundreds and thousands of tiny 
betrayals of purpose, each one so 
minute that it hardly attracts notice’ 
(Gunderman, 2014; Beth, 2020). In my 
opinion, the emotions that result from 
these ‘tiny betrayals’ should receive 
considerable attention as possible root 
causes of burnout. Dzeng and Wachter 
argue that ‘moral distress and 
professional ethical dissonance are root 
causes of burnout’ (Dzeng and 
Wachter, 2020). In response to moral 
distress, healthcare personnel may 
experience negative emotional 
consequences with frustration to be 
most frequently described in literature 
(Henrich et al., 2017). In my opinion, 
these negative emotional consequences 
might be thought of as possible root 
causes of burnout. Physicians’ 
emotional reactions may include among 
others a sense of failure and frustration, 
feelings of powerlessness and grief, and 
may ‘affect both the quality of medical 
care and the physician's own sense of 
well-being, since unexamined emotions 
may also lead to physician distress, 
disengagement, burnout, and poor 
judgment’ (Meier, Back and Morrison, 
2001). Blum, a psychoanalyst who has 
treated many physicians, writes that has 
repeatedly observed that the physicians’ 
‘need to do good derives in part from 
hidden guilt’. Importantly, he argues 
that ‘the hidden guilt and need to do 
good can facilitate the practice of 
medicine, but they also make an 
important, and perhaps unrecognized, 
contribution to physicians’ 
vulnerability to burnout, depression, 
and suicide.’ (Blum, 2019). Note, 
however, that it is not clear whether 
expressing emotion may lead to an 
increased risk of burnout or may be 
linked to a decreased risk of the 
syndrome.  As stated in literature there 
is strong disagreement regarding the 
relationship between physician’s crying 
and burn out. While some authors 
suggest (and physicians believe) that 
crying may be a factor predisposing to 
the development of burnout (Kukulu & 
Keser, 2006; Lerner, 2008), others 
suggest that the inhibition of emotions 
may lead to an increased risk of burnout 
(Consedine, Magai and Bonanno, 2002; 
Larson & Yao, 2005). At any rate, as 
crying can be many things (i.e. a sign, a 
signal, or a symptom), it may affect the 
development of burnout in many and 
different ways (Vingerhoets & Bylsma, 
2007). Further research is required to 
explore these ‘different ways’. Lastly, it 
is a matter of uncommon (though 
noticeable) observation that a Spanish 
study observed association between 
high empathic engagement of health 
professionals and low burnout. Hence, 
it should come as no surprise to further 
explore whether improving empathy 
might help reduce burnout among 
healthcare professionals (Yuguero et 
al., 2017). 
Emotion regulation  
Given that strong emotions are central 
to providing care for seriously ill 
patients, future efforts should focus on 
helping physicians their emotions to 
inform the care. We should find ways to 
help physicians more effectively deal 
with their emotions (Shoodalter et al., 
2018).  Bioethicists should teach 
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physicians to be aware of their 
emotional reactions, focus more 
attention on their emotions and regulate 
emotions in healthy ways. These self-
awareness skills include the ability to 
name emotions, accept their normalcy, 
and reflect on how these emotions 
affect their work (Shapiro, 2011). 
Among the specific tools to gain such 
skills are mentioned narrative medicine, 
reflective writing, mindfulness training, 
and formal debrief sessions with 
colleagues (Krasner et al., 2009; Eagle 
et al., 2012). In this perspective building 
an appropriate organizational 
environment would be helpful. 
Physicians should more effectively deal 
with their emotions. Furthermore, 
Jackson-Koku and Grime state that 
‘emotion regulation is usually 
automatic but can be controlled through 
learnt strategies.’ Furthermore, the 
authors argue that ‘occupationally 
stressed individuals are less capable of 
down-regulating negative emotions’ 
(Jackson-Koku and Grime, 2019). It is 
noteworthy that over the last twenty 
years and in particular over the last 
couple of years multiple voices have 
been raised in the literature calling for 
action to be taken (i.e. designing 
education or developing strategies) to 
improve the physicians’ ability to 
overcome the negative consequences of 
their emotional reactions in the 
workplace.  (Meier, Back and Morrison, 
2001; Pruthi  and Goel, 2014; Martin et 
al., 2015; Jackson-Koku and Grime, 
2019; Draper et al., 2019; Hayuni et al., 
2019; Treffers and Putora, 2020;  Laor-
Maayany et al., 2020).  
Further education should be designed, 
and strategies should be developed to 
increase physicians' ability to recognize 
and manage to cope with their 
unexamined emotional reactions. We 
need to develop effective strategies to 
make good use of physicians’ emotional 
reactions in promoting better care. In 
that regard, physicians must learn to 
recognize the ethical implications of 
their work and make clear arguments 
for the right course of action which, 
however, may be emotionally difficult.  
Conclusion 
Grief, sense of failure, frustration, 
feelings of powerlessness, death 
anxiety, self-blame or guilt, and a 
feeling of obligation to save the patient 
are among the most common emotions 
of physicians in the workplace.  
Importantly, while the relationship 
between physicians’ emotions in 
workplace and burnout, moral distress, 
medical communication, shared 
decision making and compassion 
fatigue seems to be to a greater or lesser 
extent correlative, it remains unclear in 
details. The physicians’ emotional 
reactions and the consequences of their 
emotions in the workplace is a complex 
and multifactorial topic that requires 
further exploration. Further research 
(empirical, in the field of psychology or 
neuroscience) is needed to provide a 
nuanced insight into the topic and allow 
us a better understanding on what are 
the physician emotional reactions and 
how these reactions affect their work. 
Emotion recognition and regulation is 
of great importance for protecting the 
quality of physician’s well-being and 
care delivery. In this perspective, 
further education should be designed, 
and effective strategies should be 
developed. 
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